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AGREEMENT by APPLICANT (5w g0 %)

1) By affixing my signature of thumb impression on This Form, | (Appbicant) hereby sgres & suthorise Koshika Foundation and |('s Trustees o
usefpublish/put-uproproduce my name, sddress, pholo & detalls of the "purpose”, Tor which such assistance ks requestedigranted, through any
medium, Including but not limited to verbal, print, slectronic, for saliclting donations for Koshika Foundation and/or dissaminating information about Il's
activities/achiovemants. Such use of my phato & detadls can be made by Koshika Foundalion before of after my treatment of fulfiiment of the “purpose”
for which assistance is being requested.
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with tha Trustess of Koshika Foundation, and their decision ia this regard will be final and acceptable lo me
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AGREEMENT by HOSPITAL (wems gI0 wut)

By alfixing hereunder, sigrinture of our Authorised Signalory for recommanding this case/palien! for financial sesistence from Koahika Foundation, we
{Hospital) hereby affirm & accept foliowing:

1) thd wé nafther are presantly nor will In fulure svedl of fnenclsl assistance from analhor NGO or any other source, for the same patienticase, &s we are
reguesting o get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation, If the requesied assistance is nol granted
by Koshika Foundation, in par or In full, then the Hospital ressrves it's right to make up the shorttall from another NGO or any olher source. This
wonfirmation essentially states that the Hospital will not aved any duplicale assistance for the same psfienticase from any other NGO or any ofher source.
2) Tha asslstance from Koehika Foundation s only financial in nature. The choics of the treatment/procedure advised/conduciad by the Hospital on the
patiant. is based on the arrangement betwesen the patient & the Hospital, and |s In no way nfluenced by Koshika Foundation, Hence, the Hospial wil
psuume sok & complets responsibility of the trestment & it's outcome & safsty of the patient, and Koshiiis Foundation will hiave no role or responaibiity
in the matter
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